San Diego Dental Health Foundation
Donations

Date:

Please Print Clearly:

Name:

Phone:( )

MasterCard: Visa:

Name of cardholder:

Credit card Address:

City: State: Zip:

Credit card #: 3 Digit #s

Expiration date:

Amount: $

Authorization Signature:

Please Mail Checks to 1275 West Morena Blvd. Ste B San Diego, CA 921100r you may
also fax this form to 619.275.0646.



